INTRODUCTION
Dentigerous cyst is the most common odontogenic cyst. It is associated with the crown of an unerupted tooth. The cyst cavity is lined with reduced enamel epithelium derived from the tooth-forming organ. 1 The cyst is a well-defined radiolucent lesion with fluid accumulation between the epithelium and tooth crown. The clinical findings are cortical bone expansion, adjacent permanent tooth bud displacement, and root dilacerations. The developmental type is usually found in the late 2nd and 3rd decades. It occurs in mature teeth, generally without inflammation. The inflammatory type is found in the 1st and early 2nd decades. It usually occurs in a nonvital immature deciduous tooth.
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CASE REPORT
A 10-year-old boy was referred to the department of oral and maxillofacial surgery for evaluation of pain and swelling in the left mandibular vestibule. Physical examination revealed a hard submucosal mass with buccal cortical plate expansion in region of second premolar. A panoramic radiograph showed a well-defined radiolucent lesion, measuring approximately 3 × 2 cm in diameter and including the crowns of the unerupted mandibular left 2nd premolar. The root of the adjacent canine, 1st premolar, and 1st molar were also involved in the lesion. The root apices of these teeth were still not closed. No signs of root resorption were present ( Fig. 1) . Considering the age of the patient and vicinity to the lower border of mandible, marsupialization of the cystic cavity with preservation of all the involved teeth was planned. Intraoperatively ( Fig. 2 ) due to excessive mobility of the 2nd premolar,
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Keywords: Dentigerous cyst, Enucleation, Marsupialization. the tooth could not be preserved. Postoperatively, space maintainer was provided to prevent the tilting of the 1st premolar and molar into the defect. The patient was treated with extraction of the 2nd premolar, marsupialization of the cystic lesion (Fig. 3) by creating a window of 1 × 1 cm in the lower left buccal vestibule the cystic cavity, and placement of space maintainer (Fig. 4) . The cystic lesion was sent for histopathologic evaluation. Histologically, the epithelial lining with hyperplastic rete ridges was thick. The collagenized fibrous cyst capsule showed a diffuse chronic inflammatory cellular infiltration. According to the histologic diagnosis, the bony lesion was a dentigerous cyst. The marsupialized wound was sutured and packed with iodoform gauze for a week. The patient was instructed to clean the wound with distilled water from a syringe after each meal. A 6-month postoperative radiograph showed regression (Fig. 5) and disappearance of the cystic lesion (Fig. 6 ).
DISCUSSION
Dentigerous cyst is associated with crown of unerupted teeth. 8 It can cause cortical plate expansion and result in facial asymmetry. 9 A unilocular well-defined radiolucency lesion and asymptomatic lesion characterized on radiographic examinations. 2 Other radiolucent lesion, such as radicular cyst, odontogenic keratocyst, ameloblastoma, and odontoma should be differentially diagnosed with dentigerous cyst. 10 The pathogenesis of dentigerous cyst is by the accumulation of fluid either between the reduced enamel epithelium and the enamel or between the layers of the enamel organ. This fluid accumulation might be a result of pressure exerted by a potentially erupting tooth on the follicle, which obstructs the venous outflow and induces serum transudation across the capillary wall. 2, 11 In 1928, Bloch-Jorgensen, in a series of 22 cases of dentigerous cysts, reported a diseased deciduous tooth or a remnant found in direct contact with the cyst wall. This finding has also been pointed out by Azaz and Shteyer, 12 Shaw et al, 13 Benn and Altini, 2 Bando and Nagayama, 14 and Aguiló and Gandía. 15 Sharp and Helsper 16 has demonstrated that dentigerous cyst is caused by an alteration of the normal development of the tooth germ related to mechanical obstruction or an eruptive deviation. 16 Various treatment modalities include complete enucleation and marsupialization. The choice of treatment depends on various factors, such as age of the patient, location of the cyst, tooth position in relation to the cyst, and the degree of the axial inclination and root formation. If the cyst is associated with a supernumerary tooth, complete enucleation of the cyst along with extraction of the tooth may be the first choice. [17] [18] [19] [20] If preservation of the IJCPD displaced teeth is desirable, marsupialization is a rather conservative treatment option. [21] [22] [23] [24] [25] [26] Marsupialization is the conversion of a cyst into a pouch by suturing the cyst lining to the oral mucosa. This method has fewer complications than enucleation regarding the preservation of important anatomical structures and developing permanent tooth germs. The treatment of dentigerous cyst is usually surgical, 2, [11] [12] [13] [14] [15] [16] [27] [28] [29] [30] [31] [32] [33] [34] which may consist of enucleation and extraction of the teeth embedded in it or affected by it.
In very large cysts, an initial phase of marsupialization of the lesion to the oral cavity followed by enucleation is also recommended. Although Kaban 34 only mentions occasional tooth-saving as a possibility, he does state that thorough enucleation should never be compromised. However, there are various single case reports where the cyst was opened to the oral cavity and a stent -either a rubber tube, a removable device, or a gauze packingwas used to keep the opening patent. [35] [36] [37] [38] Children have greater capacity to regenerate the bony structure compared to adults; moreover, teeth with open apices have a great eruptive potential. 39 These factors are significant in cases of large dentigerous cyst in children and presents a better prognosis for the teeth involved in the lesion.
CONCLUSION
The choice of treatment for dentigerous cyst is ruled by various factors, such as age of patient, location and size of the cyst, tooth position in relation to the cyst, proximity to the vital structures, and degree of the axial inclination of the tooth and its root formation. Marsupialization stands as a favorable or preferred treatment modality in young patients.
